, and osteoporisis (Roland & Headley, 1950 (Thorn et al., 1950) . The finding of a marked eosinopenia in this case following tl?e use of cortisone lias a precedent in the work of Copeman (1950) . There is so?ie difference of opinion about the behaviour of the 17-ketosteroids. The marked rise from pre-treatment levels found in this case is in accord with the work of Copeni^11 et al. (1950), and Bell et al. (1950) . On the other hand Hencli reports that they usually a low normal in cases of rheumatoid arthritis, that following the use ?* cortisone they are at first reduced, and that they rise again to a somewhat liiglief level than the pre-treatment figure.
It may be significant that the highest recorded figures for both the 17-ketosteroids and the corticosteroids coincided with a period when the patient had a mild infection of her thigh as a result of the injections. At this time also the bloocl sedimentation rate which had fallen to normal levels became elevated once more' It was necessary to recommence treatment a fortnight after the first coUrse had ceased, and it was found during subsequent courses that in this case the periods of remission lasted only ten days. At the end of that time the patient began to haVL pain in the joints, the blood sedimentation rate rose before the onset of symptoHlSj and she became very depressed. We were unable to secure the hormone for sever3 weeks during the second course, and therapy had to be discontinued for that periodIt then became obvious that the disease had become much more active than \vliel1 the patient was first admitted. The blood sedimentation rate became grossl} elevated, the patient suffered severe pain, and her general condition deteriorated rapidly. This state of affairs was quickly relieved when cortisone was recommenced and oral cortisone was as effective in producing a remission as cortisone by injection-
